SOME months ago I was asked by a colleague how I treated cases of imperfectly descended testicles now, and appreciated clearly how impossible it was to give an answer sufficiently concise to be clear enough to satisfy the hearer.
Going home I communed with the records of stuch cases whiclh I had done in the last ten years-that is, since I published a full account of my opinions and practice on the subject. In the number of the BRITISH MEDICAL JOURNAL of June 4tlh, 1904, I published a paper on "' The value of the imperfectly descended testicle, the advisability and valuie of the operations performed for its relief." Since then a period of ten years lhas elapsed, bringing much experience, which must of necessity have modified the conclusions arrived at in 19C4. The advance of time has increased my interest in the subject, whilst the further experience has added to knowledge of the pathology of the condition and tlle results of treatment.
The imperfect descent of the testicle is in almost all cases a congenital malformation or deformity, due to some condition (or conditions) which, by depriving the gland of its full power of develop&hent, has arrested it in the course of its descent. The congenital malformation under consideration is practically always associated with arrested development of tlhe tunica vaginalis, leaving a hernial sac (potential at least). In the associated deformity the tunica vaginalis remainis in communication with the peritoneal cavity, a condition disposing to the development of a hernlia, a total congenital hernial sac. Either of these two occurrences terminates the period of waiting, and indicates the need for active treatment by operation. As these factors are only two in number it is -*ell to consider how anid why they indicate the termination of the period 'of inactivity and initiate that of activity.
Herniza.
-The presence of hernia in association with an imperfectly descended testicle indicates the fact that operation is necessary for its cure. -Indeed, there is no other treatrnent for the hernia; a truss would press on the testicle or its vessels. Moreover, the non-separation of the tunica vaginalis and peritoneum prevent the testicle from descending, even if it were capable of doing so. The hernial sac holds the gland up. Hence the curte of the accompanyiing hernial sac, by nature or art, will aid the testicular anomaly to be cured. In separating the s\C from the cord great care mnust be exercised to avoid injury to the-vessels, for such an injury is known to militate very greatly against the testicle subsequently having any physiological value.
The Persistence of the Deformity.-When the testicle lhas been imperfectly descended for sufficient time-say, until the patient is 7 years old-to show that the condition is a permanency and no temporary anomaly of a gland belated in its descent, it is necessary. to operate. -Such a proceeding may, in the main, be dolne in one of tlhree ways: 1. The accompanying hernial sac may be divided and stripped of the cord, allowing the testicle to descend into the scrotum. Any but the mildest scrotal fixation is merely a prelude to failure, anatomical or physiological. Such an operation is called an orchidoplasty or an orchidopexy.
2. The gland may blx removed, as advocated by many. This line of treatment is specially indicated when the imperfect descent is unilateral. It is satisfactory in its after-results. The operation is an orchidectomy.
3. Especially when the condition is bilateral, the gland may be returned to the abdomnen intraperitoneally. Any internal secretion which tlle gland may have is retained and will aid the patient to develop sexual characters, such as hair on face, male voice, male body, energy of mind and body. Such an operation is an orchidocoelioplasty. Wrhich of the three operations shall be performed must, to a great extent be decided by the surgeon at the operation. The great principle is, that should the testicle be unable to furnish an external secretion of its own power,. no amount of surgical art can make it do so. Clinical experience has shown how very prone surgical art, in some form of orchidopexy, is to be followed by atrophy or fibrosis, the gland losing any power it might have possessed of developing any secretion, external or internal, which before the operation it might have been capable of doing.
Hence it may be laid down that orchidopexies, except in unusual instances,'rob the patient of something. Sufficient years have gone by for many workers and many patients to have proved this. As yet, surgeons have no great or extended experience of orclhidoplasty. But some-myself amongst them-can witness that it is sometimes followed by growth and descent of the gland; most often the descent is not as great as is normal, and very occasionally I have seen atrophy. But I can say that the more experienced a surgeon is witlh these cases the less likely he is to do an orchidoplasty in an unsuitable case, and to incur a failure. Still, as surgeons can only work with the material supplied them, it is impossible to attain perfect success always.
Imperfect success may be tlhe greatest success that the provided material allows. In such doubtful cases an orchidocoelioplasty is best. The results of this last operation are difficult to estimate. Though it has been done for about fifteen years, there is nothing much to be said, except: (a) It has been urged on theoretical grounds that the returned testicles are prone to become malignant. This is not so.
(b) It has been urged that in the intra-abdominal position sueh common diseases as gonorrhoeal orchitis endanger life. This is not so.
(c) Apparently the intra-abdominal position abolislies any external secretion, but preserves and encourages the internal secretion. A very important point, as it is in the internal secretion that practically the whole value of the imperfectly descended testicle lies.
It is the operation m-nore frequently done in these cases than any other. S'6ezing is showa to b-a most Aangerous source of infection from the mouth, one sneeze, and that-an artificial one, producing 130 colonies of micro-organisms in a circle Of 3A in. diameter at -a-distance of 18.in. A mask of -eight layers is not sufficient to keep back all organisms
